We present the case of a 36-year-old man without previous medical history who was admitted because of protracted colic-like abdominal pain in the right upper quadrant. His symptoms had started a few days previously, but had persisted and were accompanied by vomiting. In his history, the patient mentioned having experienced several previous attacks of similar pain over a period of several years. Clinical examination was unremarkable. A work-up, first by means of computed tomography (▶ Fig. 1 ) and later by magnetic resonance imaging (▶ Fig. 2) , showed a bulging mass-like cystic lesion at the level of the papilla with retention of what appeared to be an intralesional stone. The biliopancreatic duct system seemed intact. To further differentiate between congenital (choledochocele type III or duodenal duplication cyst), neoplastic, or other etiology, we performed a duodenoscopy in conjunction with an endoscopic ultrasound (EUS). Conventional endoscopic examination showed a soft, large, and smooth bulging mass (▶ Video 1) overlying the expected papillary region. On EUS, this was compatible with a spherical, elongated hollow structure that showed the typical gastrointestinal layered architecture and contained echogenic material with acoustic shadowing in the region of the major papilla. The diagnosis of a duodenal duplication cyst with an enterolith was therefore upheld. Endoscopic resection of the duplication cyst was performed with a standard polypectomy snare (▶ Video 1). The fragments, including the retained stone in a mucosal pocket (▶ Fig. 3) , were captured by means of a Roth net. After resection, cannulation of the pancreatic and biliary tract showed structural integrity and excluded a biliopancreatic junction anomaly. The procedure was uneventful. Pathologic examination of the resected specimen showed duodenal mucosa without evidence of dysplasia.
Given the fact that the papilla was completely separate from the duodenal duplication cyst and no connection was observed with the common bile duct upon cholangiography, the formation of the enterolith was most probably related to stasis that gave rise to mineral concretion. The anatomic cyst formed a nidus or predisposing factor for such a process to arise. An analogous process has been described for enteroliths in Meckel's diverticulum. Re-evaluation after 2 months showed clear healing of the locus of resection (▶ Fig. 4) . Surveillance scheduled after 6 and 12 months continued to show no noticeable problems. Video 1 Endoscopic treatment of a symptomatic duodenal duplication cyst showing inspection of the ampullary region, the papilla being located, resection of the duodenal duplication cyst, and cannulation of the papilla.
The present case illustrates a rare condition in which a patient presented with a symptomatic duodenal duplication cyst containing a stone, which was managed by endoscopic resection [1 -3] .
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